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This REQUIREMENT s not met as evidenced . .
by: Resident #69 was immediately offered
Based on observations, record reviews, resident a substitute for the noodles that she
and sfaff interviews, the facility failed to honer the received on her meal tray.
food preferences of 1 of 3 sampled residents
reviewsd for cholcss. Resident #69. Tray cards for other residents having
the potential to receive a “dislike” food
Findings included; will be checked piior to each meal by
the dietary supervisor to insure that
Rasident #69 was admitted to the facillty on rasidents do not receiva items of food
7!1/97 with diagnoses which included: that they have listed as a "dislike”. In
cardiomegaly; vascular heart disease; coronary the event of an error, nursing staff will
artery disease; hypertension; chronic anemia; ramove the food tray, distary
osteoponia; and, deprassion. department will be notified, and a new
food tray will be provided for the
Review of the annual Minimum Data Set (MDS) resideng P
dated 373711 Indicated Resident #69 was
gzﬁgl(u::Iyu;r&tnactihaez?t\:;assiztdgpehnec:en;math The Registered Distician and Food
9 requiring ¥ SSL-Up NEip, ony. Services Manager will review tray
The Quarterly Dietary Assessmenl dated 5/20/11 Cargf’ prior to.eaCh :‘;‘eatiihlf the'gooc:
revealad Residont #69 was to receive a 1500 3|n Ilke m&nu 1S onet t a e(;es;” %n
calotle diet of regular consisiency and was able to sllkes, me gurren draY card will be
feed harself; but, generally would leave the removed and a han wnlter] O,ne wilt be
meatprotein food uneaten. The resident also had placed on the serving line l|§t:ng the
& general dislike of altarnates. food to be substituted for this meal.
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Any deficiency statement ending with an aslerisk {*) d{znoles a &eﬁdency which Lha inslitution may be excused from correcling providing it ks determined that '
othor safeguards provide sufficient protection 1o the patients. (See Instruclions.) Except for nursing homes, Lhe findings slaled above are disclosable 80 days
following e dale of survey whelher or no! a plan of correction Is provided. For nussing homes, the above fingings and plans of correction are disclosable 14

days following the date these documents are mado avais
program participation.
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Review of the Care Plan (updated 6/1/11)
indicated Resident #69 required set-up
assistance wilh mea! irays.

During the dining observalion on 8/6/11 at
12:20pm, Resident #69 was observed in the main
dining room ealing lunch. The meal consisled of
beef macaroni, green beans, a bread roll, lemon
meringue ple, and lced tea. The resident fed
herself, but did not eat any of the beef macaroni
noodles. The resident revealad that she did not
like noodtes and she had been served besf
macaron before and told the staff that she did not
lke it. Dusing this meal, the resident was offerad
something else to eat, but she refused and stated
that she was not hungry. Resident #69 ale the
green beans and pie.

On 6/6/11 at 12:25pm, the observation of
Resident #69's Meal Card, which was on her
meal iray with her plated meal, indicated the
resident was not to receive oaimeal at hreakfast,
and no noodles or au gralin potaloas.

Review of the "Food Preferancas” shest Included
noodies/pasta as a food item dislike of Resldent
1169,

On 6/8/11 at 5:35pm, Resldent #68 was observed
feeding herself in bed. The resident's meal
consisled of turkey, squash, noodles, marble
cake, skim milk and iced tea. Resident stated that
she did not like noodles or squash and had
informed facility staff in the past, but conllnued to
receive nocdles during meals. The resident could
not remember which facility staff she told that she
did not want noodies seived to her. The
Reglstered Dietictan (RD) confirmed there were

pracess,

days. Findings of these

Each dietary depariment employee
has been educated on this new

A monitoring tool has been developed
and implemented to make sure that
fhis new process Is adhered to. Meals
will be monitored by the dietary
supervisor over the next ninety (80)

monitoring activities will be reported to
the Reglslered Diefician weekly and to
the facility Quality Assessment and
Assurance Committee monthly. Re-
education will be conducted as
indicated. After 90 days, If compllance
is mainiained, this tool will become a
permanent part of the dietary Quality
Assessment and Assurance Program
and monitoring will occur monthly.
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The facility must conduct Initlally and periodically
a comprehensive, accurate, standardized
raproducibie assegsment of each resident's
functional capacity.

A facility must make a comprehensive
assessment of a resident's needs, using lhe
resident assessment instrurent {RAI} specified
by the State. The assessment must include at
least the folfowing:

Identification and demographlc information;
Customary routine,

Cogpniltive patterns;

Communlcation;

Vision;

Mood and hehavior patterns;

Psychosocial well-baing;

Physical functioning and structural problems;
Continence;

Dissase diagnosis and health conditions;
Dental and nutdlional status;

Skin condifions; -

Aclivity pursuif;

Medications;

Spedlal treatments and procsdures;

his complaints of insomnia by his
aftending physician who spoke with
him and explained that he was not
adding medication to his drug regime
because of his complex diagnoses and
medical condition. The resident
accepted this Information, His plan of
care has been reviewed and updated
and non-medical interventions have
heen offered.

Areas of concern for other residents
have besn reviewed and discussed by
the Interdisciplinary Care Plan Team
and indicated interventions have been
included in thelr plan of care,

The MDS Coordinator has conducted
aducation for the members of the
Interdiscipiinary Care Plan Team
regarding the need to address any
areas of concern whether observed or
reported by the resident and to present
these areas for
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noodies on the resident's plate during this meal.
During an Interview on 6/8/11 al 5:45pm, the RD
revealad thal she was responsible for
documenting the resldents' food preferences. The
RD also indicated that she had besn made
aware, by Resident#69 as well as her family, that
the resident did not fike or want noodies with her
meals; and the resident should nol have received
any. F272 Comprehensive Assessments 71812011
F 272 | 483.20(b}{(1) COMPREHENSIVE Far2 p
$8=D | ASSESSMENTS Resident #43 has bean assessed for
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Discharge poleniial;

Documentation of summary Information regarding
the addillonal assessment performed on the care
areas triggered by lhe complation of the Minimum
Data Sef (MDS); and

Documentation of participation in assessment.

This REQUIREMENT Is not met as evidencad
by: :
Based on observallon, racord review, resident
interview and steff intervlews, the faciiity failed to
complate an asssessment for a resident with
insomnia (Resident #43) and to complete an
annual assossment (Resldent #58) for 2 of 22
sampled residents,

Findings include:

1. Resident #43 was admitted to the facllity on
511/05 and re-admit on 1022/10. Diagnoses
included; Hypertension, PVD {peripharal artery
disoase), Hyperiipidemia, Corebrovascular
Agcident, Depression, Balow the Knse Ampulee,
Atharosclerosis and Chronic Kidney Disease.

A review of the annual MDS (Minimum Data Set)
dated 5/19/11 revealad sesident had no memory
problems and cognitive skills were intact, The
functional status for dressing, eating, tojlet use,
personal hygisne, bathing and bed mobility
required extensive assistance by 2 persons. The
interview conducted for the residenls mood

discussion al the weekly
Interdisciplinary Care Plan Team
Meeting.

The MDS Coordinator or the Nurse
Manager will, on a weekly basis during
the Interdisciptinary Care Plan Team
Meeting, monitor to insure that all
areas of congern are addressed and
Incorporated Into the resident care
plan as appropriate, Documentation of
this monitoring will be maiatalned and
will be shared with the Director of
Nuisling weekly and with the facility
Quallty Assessment and Assurance
Commiltee monthly.

Resident #6568 has had a
comprehensive assessment
completed, transmilted and accapted
on 6/16/2011.

A query has been completed fo
confirm that residents in the facilily
have had their MDS Assessments
completed timely and in sequance,
Any discrepancy has been corrected.

The MDS Coordinator will review the
MDS Assessment schedule weekiy to
insure that any changes required due
to resident condition or status will be
Iimplementad appropriately.

A monthly query of the MDS software
will be completed to insure that
resident assessments are completed
timely and in sequence.
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revealed he had lrouble falling or staying aslesp
2-8 days par week, feellng tired or having litle
energy 12-14 days (nearly avery day), and trouble
concentrating on things 2-6 days..

A roview of the Care Area Assessment Summary
{CAA) datad 5/19/11 revealed that Moo was
triggered and it indicated no care plan completed,
Further review revealed the area fitled 'analysis of
findings’ documanted that “trdggered due to total
score Increased over previous review. Resident
stated he has difficulty sleeping, is tirad with
difficulty concentrating with period of
restiessness.” This form also indicated no for
completing a care plan with a ratfonal of "will not
proceed to care plan as faclors which Increased
his score are care planned In other areas.”

There was no documentation of an assessment
for causes, risk factors or conclusion regarding
inability to sleep restiiting, being tired with
difficulty conceniraling and perfods of
resilessness.

A review of the nurses' notes during the
basement period of 515711 through 5/19/11
ravaaled no documentation ragarding residents
sleap patterns,

On 6/7/11 at 3;11pm resident was observed lying
in bed. When asking if he would consent fo an
interview, he responded "} do not want fo lalk
right nows. 1 want to take a nap.”

On 6/9H1 at 3:30pm an interview with NA#H
{nurses aide) who roulinely provides care for
Resldent #43 rovealed he had shown
improvemant since admission. The resident does
more for himsslf than before, but he does take a

[ G340 SUMMARY STATEMENT QF DEFICIENGIES hi3] PROVIDER'S PLAN OF CORRECTION X3)
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Continued from page 4

The MDS Cocrdinator or the Nurse
Manager will, on a weekly basis during
the interdisciplinary Care Plan Team
Meeting, monitor to insure that all
areas of concern are addressed and
Incorperated info the resident care
plan as appropriate. Documentation of
this monitoring will be maintained and
wili be shared with the Diractor of
Nursing waekly and with the facility
Quatity Assessment and Assurance
Committea monthly.
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nap almost every afternoon.

On 6/9H1 al 4:00pm an interviow wilh Nurse #3
who complsled the CAA Summary of 5/19/11
revealed the residents "main problem was
sleeping.” Nurse #3 reviewed the residents
current CAA and confinned there was not an
assessment for the residents inabilily to sleep.

On 6108/11 at 8:00am an Inferview with Resident
#43 that he wanted to lake a nap, however
agreed to talk for a minute. When asked how well
he slopt at night, the response was "{ just can not
sleep. 1 am awake 2-3 nights a week. | did not
slesp well 1ast night and was sleepy this
morning.”

2. Resident #58 was admilted on 5/16/06 with
diagnoses which included: multipie
cerabrovascular accldants; hyperlension;
paraplegia; spastic contracture; dementia with
agltated features: diabetes mellitus and,
congestive heart fatlure.

The review of the clinical racords revealed thare
was ne comprehensive assessment of Resident
#56's functional capacity and heallh status. The
most recent annual Minimum Pata Set {MDS) for
the rasident was complated In 2008, Upon review
of the facilily's records, the MDS3 Ceordinator
confirred the facllity had not complated an
annual MBS during the 2010 year,

On 616111 at 4:44pm, Resident #58 was chservad
asleap, lying in a fetat position, in her bed. The
resident made a continuous chewing motien wilh
her mouth.

Qn 6/8/11 at 8:53am, Resident #58 was observed
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in her raom, aslesp In a reclined geri-ghalr, The
resident’s hands and lags were conlracted.
During an intervisw on 6/8/11 at 8:30am, the
MDS Coordlinator revealed that Resident #58 was
nof placad on the routine MDS schedule because
when the resident was hospitalized and returned
to the facility in October 2010, she only qualified
for the Medicare 5 day assessment which was
completed; but the resldent's annual MDS was
overlooked.

F 279 483.20(d), 483.20(Kk)(1) DEVELOP F279) £279 Comprehensive Care Plans 71612011

88=0] COMPREHENSIVE CARE PLANS

Resident #48 has had her risk for falls
addressed In her plan of care and
meastureable goals are included.

A facllity must use the results of the assessment
to develop, review and revise the resident’s
comprehensive plan of care,

The facility must develop a comprehansive care Resident #26 has had her risks for

plan for each resident that includes measurable falis addressed in her plan of care and

cbjeclivas and timetablos to meet a resident's meastrable goals are included.

medical, nursing, and mental and psychosocial

neads that are identified in the comprehensive Resident #43 has had an evaluation

assessment. by his attending physician regarding
his complaints of insomnia and non-

The care plan musl deserbe the services that are medical interventions have baen

to be furnished to altein or maintain tha resldent's offered and have been included in his

highest practicable physical, mental, and plan of care.

psychosoctal well-heing as reguired under

§483.25, and any services that would ofherwise Resident #58 has been screened by

be required under §483.25 but are not provided the Speech Therapist and her risks for

due to the rasldent's exerclse of rights under aspiratlon have been addressed in her

§483.10, including the righi to refuse treatmeant plan of care.

undsr §483.10(b)(4).

Care plans for all residenis have been
reviewed to insure that goals are

This REQUIREMENT is not met as evidencaed measurable and that all areas of

by:
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Based on record raview and staff Interview, the
facllity failed to develop a care plan with
measurable objectives to meet residents' fali risk
naads, failed {o develop a care plan for a resldent
who had insomnia, and failed to develop a care
plan to address a resident's risk for aspiration for
4 of 22 sampled residenis (Residents #48, #26,
#43, and #58).

Findings include:

1. Resident # 48 was admitted to the facility
12/15/08 with diagnoses that Included
Hypertension, Anxlety, Alzhelmer's, and on
4722109 had a dlagnosis of Dementia with
Psychosis added.

The most recent Minimum Data Set {MDS) dated
3/10/2011 indicated that Resident #48 needad
extensive assistance from one person for bed
mobility and had not transferred from the bad or
walked in the previous $even days. The MDS also
rovaaled that Resident #48 had one fall since the
previous assessment, The most recant Fall Risk -
Assessment datad 6/2/2011 Indicated that
Resident #48 had a high risk for falls.

Revlew of the Care Plan dated 3/16/2011 listed a
problem for Resident #48 as having the potential
for falis secondary to impaired mobility requiring
assistance with fransfers. The Goal read
"Resldant will have reduced risk for falis daily
over the nexi review."

On 6/8/2011 at 3:54 pm the Nurse responsible for
Care Plans, Nurss {1, admitted in an intorview
that the Care Plan goal related to potentiat falls
for Rasident #48 was not measurable.

congern have been addressed by the
Interdisciplinary Care Plan Team.,

The MDS Coordinater has conducted
aducetion for the members of the
Interdisciplinary Care Plan Team
regarding the need to address any
areas of concern whether observed or
roported by the resident and to present
these areas for discussion at the
weekly Interdisciplinary Care Plan
Team Meeting Including goals which
are measurable,

The MDS Coordinator or the Nurse
Manager wiil, on a weskly basis,
during the Interdisciplinary Care Plan
Team Mesting, monilor to insure that
all areas of concern are addressed
and incorporated into the resident care
plan and that goals are measurable,
Documentation of this moniloring will
be maintainad and will be shared with
the Director of Nursing weekly and
with the facility Quality Assessment
and Assurance Committee monthly.
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2. Resldant # 26 was admitted on 2/156/07 and
re-admifted 12/1/2010 with diagnoses that
included Congestive Heart Failure, Hypertension,
Right Below lhe Kpee Ampulation and Lung
Cancer. She was placed on Hospice on
72202010,

The most recent Quarterly Minimum Data Set
(MDS) dated 5/12/2011 indicated that Resldent
26 was tolally dependent on ona person for
dressing and fotally dependent on two persons for
tolleting and personal hyglens. The MDS also
revealed that Resident #26 did not gat out of bad
in the past seven days. Furthermore, the MDS
indicated that she had no falls since the lasl
assessmant.

Review of the Care Plan dated 1/28/10 and
reviewed 5/18/11 revealed a problem for
Resident #26 as having the polential for falls
secondary o impaired mobility (requiring total
assistance with transfers), a history of falls, and
behavloral problems. The Goal read "Resident
will have reduced risk for falls daily over the next
roview.”

On 6/8/2011 at 3:54 pm the Nurse responsible for
Care Plans, Nurse i, admitled ity an interview
that the Care Plan goal related to potential falls
for Resldent #26 was not measurable,

3. Residont #43 was admitted to the facliity on
511/05 and re-admit on 1022/10. Diagnoses
included; Hyportension, PVD {peripheral arlery
disease), Hypadipidemia, Cerebrovascular

F279
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Accidenl, Depression, Below the Knee Amputes,
Atherosclerosis and Chronic Kidney Disease,

A review of the annual MIDS (Minimun Data Set)
dated 65/19/11 revealed resident had no memory
problems and cognitive skills were intact. The
functional stalus for dressing, eallng, foilet use,
pearsonal hygiene, balhlng and bed mobitity
required extensive assistance by 2 persons. The
Interview conducted for the residenis mood
revesied he had trouble falling or staying asleep
2-6 days per waek.

A roview of the Care Aroa Assessment Summary
{CAA) dated 5/19/11 revealed that Mood was
triggered and ltindicated no care plan completed.
Further roview revealed the area fifled "analysis of
findings' documented that "kiggerad due to total
score increased over previous review. Resident
stated he has difficulty slseping, is lired with
difficufty concanfrating with period of
restlossness.” This form also indicated no for
completing a care plan with a rationat of "will not
proceed to care plan as factors which Increased
his score are care planned in other areas.” There
was no documentation of an assessment for
causes, fisk factors or conclusion regarding
inability fo sleep resulling, balng tired with
difficulty concentraling and periods of
restiossnoss.

A review of the current care plans with a review
date of 6/1/11 did not reveal any identifiad
problems, goals, or inferventions related Yo not
sleeping.

A review of the nurses' noles during the
basement period of 5/6/11 through 5/19/11
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revealed no documentation regarding residents
sleep palterns.

On 617111 al 3:11pm resident was observed lying
in bed. When asking if he would consent to ap
interview, he responded "I do not want {o talk
right now. | want to take a nap."

On 6/9/11 at 3:30pm an inlerview with NAJH
(nurses aide) who routinely provides care for
Resident #43 revealsd he had shown
improvement since admission. The resident does
more for himsslf than befors, bul he does fake a
nap almost every afternoon.

On 6/8/11 at 4:00pm an intarview with Nurse #3
who completed the CAA Summary of 5/19/11
revealed revealed "the residents "main problem
was sleeping and | did not care plan it because it
was covered on other area's." Nurse #3 roviewed
the residents current care plans and confimed
there was no information in any care plan related
to the residenis inability 1o sleap.

On 6108411 at 9:00am an inferview with Resident
#43 that he wanted to take a nap, however
agreod to talk for a minute. When asked how wall
he slept at night, the response was "l just can not
sleep. ) am awake 2-3 nights a waeek. | did not
sleep well last night and was sleepy this
morning."

4. Resident #58 was admitted on 5/16/06 with
diagnoses which included: multiple
caerebrovascular accldents; hypertension,
paraplegia; spaslic contraciure; dementia with
agitated fealures; diabetes mellitus and,
congeslive heart failure,

F 279
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Review fo the Speach Language Pathology
Screan daled 3/2/11 revealed Resident #58
recalved a pureed dist assisted by staff. The
resident continued to have an open mouth
posture with no significant changes in her
condition. Speach Therapy was not Indicated as
this me,

Review of the most recent quarterly Minimum
Data Set (MDS) dated 3/2411 indicated Resident
#58 had short and long {srm memory problems
with sevarely impalred declsion-making skills.
The MDS revealed the restdent was totally
dapendent on stalf for eating; and had chewing
and swallowing problems.

In reviewing the Nursing Noles, docomentation
indicated that Resident #58 had difficuity chewing
and swallowing food. The records revealed the
resitent was unable to close her mouth resuliing
in a nofed loss of liquids from mouth when ealing
or drinking.

The review of the Speech Therapy Plan of
Treatment dated 4415711 Indicated Resldent #58
was to receive treatmeni for swallowing
dysfunction andfor oral function for feading; and
was to be evaluated for swallowlng function at her
bedside. The Goal of the therapy was;
Caregiversfstaff to demonstrate appropriate
caraglver/iraining of aspisation precautions,
compensatory feeding sirategies, positioning and
oral care methods o increase tho residents
safaty with by mouth inlake.

There was no evidence that a Care Plan was
developed by the facility to address Restdent
#58's aspiralion risk due o her chewlng and

F 278
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swallowing dilficultios,

A Physician's Order dated 4/21/11 documented
as a late entry for 4114111, a Speach Therapy
Clarification order; Resident ##58 was lo racelve
speech therapy sevices 5 times perweek for 1
week for dysphagia with focus on dist/liquid
recslving, safe feeding slrategles, aspiration
pracautions, oral care methods and discharge
planning.

On 6/6/11 at 4:44pm, Resldent #68 was observed
aslesp in bed lying on her right side in & felai
posilion. The resident was making a continuous
chewing moffon with her mouth,

During an interview on 6/8/11 at 3:25pm, Nursing
Assistant ##1 {NAT 1) revsaled that Resident #58
had always made a chewing motion with her
raouih when awake and her mouth vould hang
open when she was asigep. NA#T slated that the
resident required assistance with feading of
pureed food; sliternating botween food and liquids
to avold choking and the foodfiquid spilling from
the resident's mouth,

During an Interview on 6/9/11 at 5:10pm, the
MDS Coordinator stated that after reviewing
Resident #58's closed records, she was unable to
locate a Gare Plan for the resident’s risk of
aspiration after the resident recelved treatment
from Speach Therapy.

Puring an Interview on 6/9/41 at 5:11pm, the
Diractor of Nursing revealed that the Spesch
Thaerapist had conducted and in-service with the
nursing assistants on first shilt concerning
feeding Resident #58 {o avoid aspiration risk.
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During a dining observalion on 6/10/11 at
12:50pm, Resident #58 was observed sitiing up
in bed being fad, by a nursing asslstant, a meal of
pureed food items and thin liqulds. NA#1 was
also in the resident’s room, glving verbal
guidance to the nursing assistant during the meal
servico. There was no observation of the
resident coughing or choking durlng the meal.
483.20(k)(3){) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, review of facility policy
and staff interviews, the facillly failed to handle
madicakon in a safe sanitary way for 1 of 2
medication administrallon observations.,
{Resident #24 & #45)

Findings Include;

A review of the facllity poficy titled *
Administration of Oral {PO) Medication ', Number
38.1 with a date of Issue 7/03 and
Reviewed/Revised: 7/04, 10/04, 10/05, 10/06,
10/07, 10708, 11/08, 11/09 was complelad,
Included in the adminisiration of cral medication
policy was " Medications should never be
returned fo the package or bofile once they have
bean removed. The dose should ba proparly
destroyad and i a conirolled substance follow
proper procedure for disposal. Nurse should
wash her hands and don gloves prior to direct

F279

F 281

F281 Meet Professional Standards-
Medications

Nurse #2 recsived on-the-spot
counseling and education on the
facility's policy and procedurs
regarding medication administration,
by the Director of Nursing,

The medication for this resident was
immediately removed from the
maedication cart by the Director of
Nursing and replaced by the
pharmacy. Nurse #2 received on-the-
spot counseling and education
regarding the facllity pollcy and
procedure for medication
administration, by the Director of
Nursing.

Licensed Nurses have been observed
during medication administration and
any deficlent practice observed was
corrected immediately with on-the-spot
counseling and education,

71812011
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contact with madicalions. * The Medicalion Administration Policy

and Procedure has been reviewed
1. On 6/8/11 at 9:30am Nurse #2 was observed with the Licensed Nurses who have
dropplng a pink plit (Plavix) onto the top of the been re-educated on this Policy and
medication cant. Tha nurse plcked up the pill with Procedure including appropriate
out any typo of barrier on her fingers and placed Infection Control practices when
the pill into the medication cup filled with other administering medication. Each nurse
pilts. The top of the medication cart had spilled conv o ' e Polic
water near were ihe pilf was droppad. During the has bean glven a copy of th y.
observatlon of preparing medication for
administration the nurse did not ¢lean the top of Egﬁg{?&?:;%g?:gg&?&?{gﬂag:;zgv t
the medication cart off. The dropped piif along Kl r the next three mF:) nths
with other medication was observed on 6/8/11 at mfiﬁzlng‘zzz Qu%iityxAssessment and
9:30am being given to Resldent #24.

9¢ Assurance tool that has been created

On 6/9/11 at 11:30am an Interview with Nurse #2 to insure that nurses are followling the
revealed that she had dropped the Plavix on the corract policy and procedure. Five
1op of the madication cart but falt it was a clean nurses, at a minimum will be observed
area and that it was all right to give it to the weekly.
regident.

Any deficient practices observed
2. On 6/8/11 at §:58am Nurse #2 was obseivad during the medlcation pass will be
pleking up & medication (Lopressor} and placiag it corracted immediately, followed by the
into a plll culter with her hands and removing the nurse receiving on-the-spot
pilk with her fingers after it was cut with out any counseling. The factity will follow
lype of protective barrier on her hands and progressive disciplinary policy up fo
fingers. The nurse placad one hall of the pill and including termination for any nurse
{Lopresser) Into the medication cup and the other who consistently fails to adhere fo the
half of the pill was returned fo the bottie of piils policy.
{Lopressor) it had been removed from.

) The results of these medication pass
On 679111 at 11:30am a telaphons interview with ohservations will be shared with the
Nurse #2 revaaled that she was irained fo throw Director of Nursing weekly and with
out the other half of & medication when it is the faC”lty Quahty Assassment and
broken In half. "l guess | was just nervous.” Assurance Committes monthly. After
Further discussion revealed that she feltif her : -
hands were clean she could handle medication three months of sustained compliance,
with out a protective barsier ony her hands/fingers,
FORM CMS-2567(02-98) Previous Versions Obsolola Event1D: 180214 Facliy iD: 952041 if continvation sheot Page 1560126
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this tool will hecome a permanent part
3. On /8711 at 10:30am Nurse #2 was observed of the faclliity Quality Assessment and
tearing a package conlaining aplli (Fjagyl) which Assurance Programl
placed the plil into the bare hands of the nurse,
The nurse staled "my hands are clean.” Nurse #2
was observed placing sanitizer on har hands with
out any time for the sanitizer to dry before tearing
the packing placing the plil on to the palm of her
hand, She then dropped the pill into a medication
cup along with other pills and gave it to Resident
fi24.
On 6/8/11 at 11:10am a discussion with the DON
{Director of Nursing) regarding relurning the
broken haif of the Lopressor back to the origihat
botlie. At 2:25pm on 6/8/11 the DON slated the
hotile of Loprassor had been discarded due {o the
return of pills Into the botile,
6/8/11 at 11:30am interview wilh Nurse #2
revealed that she folt If her hands were clean it
was all right to handie a pill without any protactive
barsler on her hands/fingers.
F 318 | 483.25(0)(2) INCREASE/PREVENT DECREASE F3i8] F318 71812011
- 8s=D| IN RANGE OF MOTION
Resldent #58 has been re-ovaluated
Based on the comprahensiva assessmeant of a by the Physical Therapist and
resident, the facility must ensure that a resident recommendations have been made.
with a limlted range of motion recelves Responsible parly refuses to have
appropriate freatment and services to Increase resident participate In a therapy or a
range of motion andfor to prevent further nursing restorative program as they
decrease In range of motion. have chosen for staff o provide
comfort measuras only. The Attending
Physician has been notified and this
Th?s REQUIREMENT Is not met as evidenced :ﬁgg;g??etzidt?aen documented in the
by:
Based on observations, racord reviews, and staff Resident #£98 has been re-evaiuated
Event ID:6IZ11 Facility 1D; 952045 if continuation sheet Page 16 of 26
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interviews, the faclily falled to provids the
rastorative services for range of molion exercises
as recommended by the rehabilitation depariment
to 2 of 3 samplad resldents wills contractures.
{Restdents #58 and #96).

Findings incladed:

1. Resident #58 was admifted on 5/16/06 wilh
dlagnoses which Includad: multiple
carehrovascutar accldents; hyperlension;
paraplegla; spastic conlracture; dementia with
agitated features; diabetes mellitus and,
congestive heart failure.

Raview of the Qccupaltional Therapy and the
Physical Therapy Screens dated 3/3/11
concluded therapy evaluations were not indicated
due to no change In Resident #58's functional
status; the resident's bilateral knee contraciures
were at baseline. The documentatlion indlcated
that the resident began the Restoralive Nursing
Program on 3/3/11.

The Review of the "Therapy o Nursing
Communication” form Indicated a Restorative
Nursing Assistant {RNA} completed a caregiver
training program by the Physical Therapist on
providing Resident 58 gentle passive knee
sange of motion {knee straightening) on both
knees then how {o position her lags straight with
pillows. The RNA completed the training and
slgned the form on 3/7/11.

Review of the most recent quarterly Minimum
Data Set {(MDS) dated 3/24/11 indicated Rosident
#58 had shorl and long tenn memory problerns

by the Physical Therapist and has
been treated by therapy for two weeks
at which time thay transitioned to
Reslorative Nursing. Resident #96

is now receiving Restorative Nursing.

Residents with referrals lo Restoralive
Nursing In the past 12 months have
been reviewed to insure that
appropriate Restorative Nursing
Programs have heen implemented,

The Nursing Administration Team and
Therapy have been aducated by the
Director of Nursing regarding the
revised referral process which Includes
timely and appropriate communication
and follow through on
recommendations for Restorative
Programs.

Therapy referrals to Restoralive
Nursing will be audited by the Nurse
Manager on a weekly hasis to insure
that recommendations are followed
and appropriate Resloralive Programs
are implemented. Results of this
monitoring will be shared wilh the
Director of Nursing weekly and with
the facility Quality Assessment and
Assurance Committee monthly,
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with severely impaired decision-making skills.
The MDS revealsed the resident was totally
depoendent on sialf for all Activities of Daily Living
and had range of motion Impairments in both
uppar and both lower extremilies, The resident
was not receiving any therapy or restorative
SOmVices.

Review of the Care Plan dated 3/30/11 and
updaled 5/2/11 revealed Resident #58 had
impairad mobility and was at an increased risk of
further contraciure development secondary to a
decreased ranga of motion. Approachas o this
problem included: aclive range of mollon or
passive range of mollon to teft wiist 15 minutes
for 6-7 days each week; gentle passive range of
motion to both knees repeating 5 times for 6-7
days each waek; if dectine noted, refer to therapy
for screen; and apply a hand rolf to left hand
shecking overy shilt for proper placement.
Resforative Nursing was to be responsible for
these approaches.

There was no documentatlon avallable Indicating
Resident #58 recoived Restorativa Nursing from
3731 through 6/4/%1. The resident was put on
comiort care on §/4F11.

The monthly Physiclan's Orders records {Aprif
2011 and May 2011} for Resident #58 included;
"may evaluate and place In Restoralive Nursing
Program{s)} as appropriate”.

The Trealment Administration Records (Aprii
2011, May 2011, and June 2011) included as
treatment for Resldent #58: "Hand roll in left hand
check every shift for placement”.
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During an observation on 6/6/11 al 4:42pm,
Resident #5683 was observed asleep in bed with
both arms bent towards chest, left hand tightly
fisted, and both lags bent towards chest. There
waore no splint devices noted.

On 6/8M1 at 8:53am, Resident #58 was aslesp In
a rectined geri-chalr in her room. The resident’s
hands were In tight fists agalnst her chest; and
her legs wore bent/drawit upward In & fotal
position and elsvated on a pillow. The Treatment
Nurse placed rolled cloths in both of the
rosident's hands.

During an interview on 6/8/11 at 8:00am, fhe
Treatment Nurse revealed Resident #58 should
have the handrolls on at all times, and whenever
noticed not in hands, the nursing assistants or
nurses should have replaced them. She also
stated that when she did treatment rounds every
morning, she would check the resident to ensure
the handrolis were In place.

Durting an interview on 6/8/11 at 3:07pm, Nursing
Asslstant #1 (NA#1) reveated that Resident #58
rocolved range of motion oxercises during
morning care due to contractures of her left hand
and both legs at the knees. NA#1 stated thal
rolled wash clolhs were placed in the resident’s
hands evory moming by a nursing assistant or a
restoralive nursing asslstant and remain on the
resident for 8 hours then removed, NATT later
revealed thal she was not sure how iong
handrolls were to remain in the resident’s hands.

During an interview on 6/8/11 at 4:29pm, the
Resloralive Nurse stated ihat Resident #58 was
not in the Restorative Nursing Program and had

F 318
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not been in Restorative for 2-3 years.

During an interview on 6/9/11 at 5:05pm, the
Director of Nursing revaaled that one of the
Restorative Nursing Assisiants Informed her that
Resident #58 last recelved restorative range of
motion for upper and lower extremifies In
December 201H),

Duwring an interview on 6/40/11 at 12:38pm, the
facllity's Rehabilitation Manager describad the
process for referrals fo Restorative Nursing as: a
wesk before a resident is discharged from
therapy,; the restorative nursing assistant would
be tralned on the therapy/rastorative program,
Upon completion of this caregiver/faide training, a
written referral with the restorative nursing
assistant's signature would be sent to the nurse in
charge of the Restoralive Program.,

2. Resident #26 was admitted to the facility on
10/26/10 with diagnoses which inctuded: late
effects carebrovascular accident; selzure
eplsode; diabeles mellitus; pseudobulbar
syndrome; and, dementia.

Reviaw of the Cccupational Therapy (OT)
Discharge Sumimary dated 1/25/11 indicaled
Resldent #86's increased pagsiva range of
motien In beth upper extremities has decreased
her risk of further contraction.

The Revisw of the “Therapy to Nursing
Comimunication” form Indicated a Restorative
Nursing Assistant {(RNA) completod a caregiver
tralning program by the Occupalional Therapist
Assistant on providing Resldent #98 with passive
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rangs of motionfstretch to both upper extremities
to prevent contracture development. The RNA
completed the tralning and signed the form on
1126711,

The review of the quarterly O1 Screen daled
47111 indicated Resident #96 was on a
Restorative Range of Motlon Program for the
prevention of contrachure managsment and OT
evalualion was nof indlcatad,

Review of the quarterly Minimum Data Set (MDS)
daled 4/7/11 indicated Resident #986 had short
and long term memory problems with severely
Impaired declsion-making skills. The MDS
revealed the resident was totally dependent on
staff for all aclivities of daily llving; and had range
of motion limitations on cone side of har upper
axtremity and both sides of her lower extremilies,
Thete was no care plan completad for the
resident's range of motion limitations.

The monthly Physician’s Orders records {May
2011 and June 2011) for Resident #96 included:
“may evaluale and place In Restorative Nursing
Program(s) as appropriate”.

Duwing an observation on 6/7/11 at 9:43am,
Rosident #96 was observed in bed, The
resldent's right hand was tightly fisted, There
ware no splinting devices.

During an interview on 6/8/11 at 4:15pm, the
Traatiment Nurse revealed Resident #96 had
contractures in both of her hands, She also statad
that the rasident was not in Restorative Nursing.

During an intarview on 6/8/11 at 4:31pm, the

F318
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Restoralive Nurse slaled that Resident #96 was
not and had never been in the Reslorative
Nursing Progran,

During an interview on 6/10/41 at 10:14am,
Nursing Assistant #1 (NA#1) revealed Resldent
#96 was semli-contracted In both’arms and would
stiffen arms when touchad, NA##1 stated that the
residant was not raceiving therapy; but did
receive range of motlon when she was turned
and positiened every 2 hours,

On 6/10/11 at 10:20am, Resident #96 was
observed in her bed with both arms crossed over
and held to her chast,

During an Intervisw on 6/10/11 at 12:14pm, the
facility's Rehabilitation Manager revealed
Reslident #98 was not contracted, but received
OT earlier this year for range of motion for
shoulders, elbows, widsts and hands o provent
the risk of coniracture development. She stated
that when the resident's quarterly screen was
complatad in April, she did not double-check to
ensure Resloralive was providing the {reatment
requeslad by the Rehabililalive Department. The
Rehabilltation Manager described the process for
reforrals o Restorative Nursing as: a week befora
a resident Is discharged from therapy, the
restoralive nursing assistant would be {rained on
the therapy/restorative program. Upon completion
of this caregiver/alds tralning, a wiitlen refersal
with the restorative nursing assistant’s signature
would be sent to the nurse in charge of the
Restorative Program.

483.60{b), {d}, (o) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

F 318

F 431 and Blological

Nurse #2 received on-the-spot ¢counseling
and education regarding the proper

£431 Drug Records, Label, Store Drugs, 71812011
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Thfa facility must erqploy or cblain the sarvices of storage of medications.
a licensed pharmacist who astablishes a system
of records of recelpl and disposition of al} .
conirolied drugs in sufficlent detail to enable an Nurse i3 received on-the-spot counseling
acourate reconciliation; and determines that drug and education regarding the proper
records are in order and that an account of all labeling of medication. The Novolin
| controlled drugs is mainlained and periodically insulin was immediately discarded and
reconciled. ‘ replaced.
Drugs and blologicals used in the facility must be Medication carts have been Inspected to
tabaled in accordance with o anlly accepted insure that all multi-dose vials and other
g:}%‘;ﬁ‘;?:‘a'i’é‘;:gﬁ'a"’:]':ldé;‘st;dneal:;a medication requlring a “dating when
H
Insteticlions, and the expiration date when opened” to Insure timely difcard are "
applicable. appropriately labeled with “date opened
and a “date expiras”.
in accordance with Stale and Federal laws, the
facHlity must store alt drugs and bilologicals in The Medication Administration Policy and
locked compartments under propsr tampsraiure Procedure has heen reviewed with the
conlrols, and permit only authorized personnat to Licensed Nurses who have been re-
have access (o the keys. educated on this Polley and Procedure,
including proper storage and labeling,
The facility must provide separately locked,
permanently affixed compariments for storage of Sa;h nurse has been glven a copy of the
controlled drugs listed In Schedule Il of the oficy.
Comprehensive Drug Abuse Prevantion and
Conirol Act of 1976 and other drugs subject to The 7p-7a Nurses will conduct a weekly
ahuse, except when the facility uses single unit medication cart Inspection using the
package drug distribution syslems in which the monitoring too! that has baen created and
guantity stored is minimal and a missing dose can implemented, This too} assures that all
be readlly detected. multi-dose vials have a “date epened” and
"date expires” on them and that no out of
date medications are present in the
This REQUIREMENT s not mat as evidenced medication cart. The Hospital Pharmacist
by: wilt review medications for appropriate
Based on observation and slaff interview, the labeling and storage as well as compliance
faciiity failed to have medications stored In a with other aspects of the Medlcation
FORM CMS-2567{02-90) Provious Vessions Obsotele EventiD;iatz11 Faciliy ID: 952941 M continualion sheet Page 23 of 25
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locked area and falied to date an cpened vial of Policy and Procedure, during weekly
insulin for 2 of 4 rqedlcation carts, {medication medication cassette exchanges. Any
cart for small nursing station and for substation) discrepancles will be discarded and
Findings include: reporhf:d to a Nurse Manager.
1. On 8/8/11 at 9:58am Nurse 2 was observed The appropriate storage and [abeling of
preparing medication for Resident # 24. The medication will be monitored by the
nurse placed the medication in a medication cup Pharmacist and the Nursing
on top of the medication cart. The nurae pushed Administration Team during the weekly
the cart down the hall looking for the resident. medication pass observations. Results of
The nurse placed her medication cart ageins! a this monitoring will be reported to the
bank of windows in front of the activily area and Director of Nussing weekly and wilt be
left the carl unaltended with the madlcation on hared with the facliity Qualit
top of the carl. There were residants and staff share ¢ facillty u
walking by the medication cart whera the Assessment and Assurance Commitiee
medication for Resident #24 were lef upaltendad. monthly,
The medication were Ieft unattended from
16:02am untii 10:09am when Nurse #3 relurmed
picked up the medicatlon and gave them {o
Residant #24,
On 6/0/111 at 11:30am an interview with Nurse #3
revealod that she was trained to nover leave
medication unfocked. Furthor discussion revealed
she did not remember leaving the medication on
top of the medication cart. ") was nervous.”
2. The manufacturer's package insert instructions
for Novolin 70130 Insulln dated /201G Included
the following Information regarding the sterage of
Novolln 70/30 insulin, The Insert indicated that
vials should be discarded 28 days after opening
wheother refrigorated (36-46 degraes Fahronhslf)
or & room temperaiure (less than 86 degrees
Fahrenhail},
On 6710111 al 11:30 am observation with Nurse
#3 of medicatlon storage on the Medication Cart
FORM GHS-2667(02-99) Previous Vessions Ubsolele Event 1D BEZ Faciity 10: 952041 If eontinuation sheat Page 24 of 26
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for the Substation found a multidose vial of
Novolin 70/30 insulin opon and undated. Nurse
#3 stated that she labeled all Insulln with the date
opensd when she opened them. She indicated
that Insulin should be labeled with the open dale
to know how long you could use it

On 6/10711 at 12:08 pm the Director of Nurses
{DON} stated in an interview that nurses should
know where and how {o store medications as that
was discussed during orlentalion, The DON also
indicated that new nurses oriented with a
seasoned nurse untll familiar with all roulines. If
not sure where and how to sfore medications she
revealed that a nurse was told to check with the
nurse manager of call the pharmacist.
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K 018 ~Thaidentified doors were
1=
Hours protectiuy corddor openings irs alher Hran Roors thraughout the facility wera
ragUred enosuras of ventgml opanings, exily, or checked for similar conditions and
hazprdous aress are gubstante! doors, such as
hose construsled of 13 Inch solid-boridad core adjlfmid where necessary on 78
vmod, or capable of reslating e for at leaxl 20 Positive: latching of doors wilf be added
minutes, Doors in sprinklered bulldings ara onfy o our sernj-anmual safety survey forgall
raquiced ta resist he passage of amoke, Thers iy . fu ol
no Impaxdiment o the closing of the doors. Doors patlent care areas for future periods
are provided with a means sulteble for keeplng Results of semi-annutal surveys will

the door clused, Dutch danrs mseting '(0,3,0.3.6

are parmitted.  19.8.0.9 result in maintenance work orders t¢

adjust, repair or raplace non-latching

Roller latehes are prohibited by CMS reguintions " doors or door hardware where doors

In all hunlth care faclitles, i
are found not posltivaly latching, The

‘ next survey is scheduled for Decemier,

i 2011,

o

X029 — Door closers wera ordered and
installed on the three doory Identifidd
during the survey with work completed

This STANDARD Is nﬂotmat as evfden?ied by on July 29, 2014,
A, Based on obswrvailon on Q70772011 the
followlg deors falled to fatch when closed , 40, All other doors to one hour rated

#23 and #18. conpartments were checked! for the
K028 |-NFPA 101 LIFE SAFETY CODE STANDARD K025 need for door closers and one”
S8=0 . .
Onwe hour fire sated construclion (with % howy additional door was equipped with b
{ire-rated doors) orap approved automatic fire closer as aresult, This condition will

exlUngulshing system In accorderca with 84,1 : .
anu/or 18.3.5,4 pratecis haxardous sveas, When also bie monitared during semf-annual
the: upproved aulomatle flre extingulsting systom safety surveys,
option fs used, the mraas are separated from

other spates by smoke reslsting partitions snd
doprs, Doors e selfoleaing and nion-raled or

MHU*.W\“TURY DIRECYOR' OR PR ER/BUPPLIER REPAEANTATIVES SIGNATURE . e {#%) DATE
Yl G Y Mq“‘\‘ﬁ) Pavsi denl” o%)q_\‘ W) |

Any vgiidericy alalament ending wilh n eataitsk (%) oriotas g tollutaricy whicl e fstiiuRon my bo weoxed from careatling postdng 1L ix détoplnad Uk
nilier xafuglende provids st protaction b Ura pabante, (oo fetatifank,) Exopt Inf titslng liomes, tho findingy sinled aliuva o distlimabls 90 days
Following tha daly of mnvay whethar oy ol o plis nd faecllan |s oravldsid, Far numlng homoy, o ubova findings nid land of eoroction ore ditcigatix 19
dayuo follawing the data thaan devuntenls #m mede aeallahla to the feclly, (¥ daliclondiss wis vlied, 31 approved plan o vomrection i raijulelle to canllaynd
pimgram pidizpniton, . o )
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k 028 Contmued F ] K 047—Two Exlt slgns for aach
onlinued From pape K028 g inped b
flsld-applled prolesiive plates that do ot vxceed courtyard not so aquippe bave beep
48 Inchis fram Ura boltom of the door ara ordered and will be instafled on
pemmitted,”  15.3.2.1 emeargency powar by August 9, 2011,
The facility has been reviewed and
egress lighting will be replaced in thé
"This STANDARD s niot ek ais nvidamcad by: older colrtyards to provide two saujces
A. Based on obsegvallon on Q7/07/2011 the door of egress lighting at each exit providpd
g) l%? fatliundrgn :1!}? noé}closa ad Iattci};; with an exit sign by 8/9/11.
, Tho tdoor & storaga reom at e nursas
sub-station falled fe cloxs and lateh, Malntenance of these lights has been
C.Th?ffﬂedlmywruon1nearrnun11ﬂlsusad added to the building maintenance
" | Tor soiled liren nlsd fallod to closa‘and Jateh, * ' ‘
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD) Kogr|  Prosramandwil heinspected
88=D _accardingly. These lights are siso
Exdt und directlonal slgrs are displayad In Indudad on our semf-annual safaty
acvordarice wilh seclfon 7.10 with cantinuous surveys
{Humination aisu served by the emergency lighting .
systom, 19,210, i ,
K 056 — A high/low pressure switch lTas
This STANDARD Iz not metas evidenced by: heen added to the older dry sprinkiqr
fA‘]E}]ﬂs[?d on obs(ew;:ﬂnn an 07103201 1 lha systam. It was connected to the fire
aclity has lhrao (3) large nonrt yerds that do not
hiave Tuminaten exit signs to tirewt n person alarm system and tested for aperatipn
exiifny the court yards, onJuly 28, 2011, ithas been added fo
K 058 | NFPA 107 LIFE SAFETY COUE STANDARD K use our sprinkler systam maintenance
85=p
If there Is an automalic sprinkler systam, itls program and our ﬂ{'e alarm system
;natﬁ:re}i Inht;c?rdanca wttﬂfNFPA 13, Stousrd tasting and inspection program for
or the Insolletien of Bprinkiar Systems, to regul 3 ¢
provida coraplolo voversge for all poriions of the d Biar tESthg Alltesting fs
bullding. ‘The system !s praperly maintalned In ocumented.,
acrordance with NFPA 25, Standard for te
inspecilan, Testng, and Malntenance of
PORM GUY-4507(02.89) Prosdavs padors Dhvoldly Bvanl ini6na Fuckhy Fos n¥audd I ezslinualon shavt Page 2 of 4
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FORM APPROVED

(FAX) 704 695 3263

CENTERS FOR MEDICARE & MEDICAID SERVICES (OMB NO, 083680301
ﬁngngog cﬁ{EFICIENE}:;EB {x1) {Héc)\l}?lswsg:;mgnmm (%2) MUETIPLE CONSTRUGT(ON (X3} gg‘ﬁ% Lsgggw
reoTi PERTIFICATION NUMbER: ABUGRONG 02+ ANSON CO HOSPITAL
345051 B wing oriyiZotd
NANE OF PROVIDER OR SUPPLIER BTHEET ADORESS, GITY, YTATE, 4P GODS
. « 50U MORVEN RD
ANUON GORMUNITY HOSHITAL SNF WAUESBORD, N& 25470
) o BUMMARY STATEMENT QF DEFICIENGIED o FROVIOERS PLAN OF CORREGTION fxe)
PHEFIX {EATH DEFIGIENCY MUST UE PRECEDED By Fui ), PREFIX (EACH CORRELTIVE ACTION SHOULD i COMPLETION
TAG REGULATORY OR LS I0ENTIFYING INFORMATION] TAG CROSY-REFERENGED TO THE APPROPRIATE AT
DEFICIENGY)
K 058 Contuad From papa 2 K058 K062 ~ Celling spréy on ldentified
Water-Based Fira Protection Syslems. itis fully sprinkler head was removed an July 1%,
supervived, Thare Is a relfable, adeguate waler 2011
supply for the system. Regqulmd gprinkler ‘ .
5&@mammMmemmmmmmmmmmr sprinkler heads throughout facility were
swliches, which are elactipally connented (o the .
bullding e alorm systom,  10.9.5 inspected for stmilar condition and
those found were also cleaned.
This Inspection will also be added tothe
seml-annual safety survays.

'ETES’T };NDARD In nﬂotmet %97 avidenced by The next semi-annual survey is

ased on observatlon op B7/07/2011 the dry ;
| sprinkler system for the oldor saation of the scheduled for December 2011,

bullding"dld nbi have & supehilsed high'and low

ali pressure swilch, :

42 CFR 483,70 (a)

K062 [ NFPA 101 LIFE SAFETY CODE STANDARD Kas2

§8=D
Raqulrad automatio spinklor Systems are K 072~ The identifled door was
continuougly malalned in rollable ppemting
condition and are fnapected and leskad entitpped with a UL Listed door closgr
pedodically. 19,75, 4.8.12, NFFA 13, NEPA onJuly 29, 2011,
25,9.1.5 'The facility was surveyed for any sirrfiar

deficiencles and none werea found.
This STANDARD i5 niok miet ay evidenced by: Operatian of closers and posm,ue
A Based on obeetvallan on 07/07/2031 the latching hardware will be monitored
comidor sprinkier ftend near room 31 had hean during semlb-annual safety surveys. The
palnted ( head muost b replated), oxct i’ heduled sem v ] fy

K 072{ NFPA 101 LIFE SAFETY CODE STANDARD korp|  Nextscheduled seml-atnual safety

survay is scheduled for December 2011,
Meuns of eyress are contintausly malntained fren \
of all sbsiritaliony oy Impediments to full Instant
nse in the case offire or olher emergency, No
furnishings, decorations, or other objects ohstruct
ms:ls. geopss [0, egress from, or visibility of axits,
7110 '

FORM CMY-2367(02:09) Provious Vrslan: Ohsalsta

Evan) iD:lonzt

Fatlfly 1D; 002849
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DEPARTMENT OF HEALTH AND HUMAN SBERVICES FORM APPROVED
CENYERS FOR MEDICARE & MEDICAID SERVICES : ONMB NOD., {Jg38-0391
SYATEMENT OF DEFICIENG(ES (1) FROVIDEVSUPPLERIGLA X2 MULTIPLE GONBY U ON £X3) DATE SURVEY
AN : . . GONPEL
T PLAN OF CORREGTION JDENTIFIGATION NUMDER: ABUDING 1z, ANEON €0 HOSPITAL MPLETED
| 345051 b.VaKa, 700712011
NAMH OF PROVIVER OR BUPPLITR BTMEET AUDRESS, CITY, STATE, 2P ot

ANSON COMBUNITY HDSPITAL SNF

50D MORVEN Rb
WADESBORO, NC 28170

—

(411D RUMMATTY STADRAETEY OF DEFIGIFROIN i0 PROVIBERE PLAN OF CORRECTION {2}
PREFIX VEACH DEFICIENGY MUST UE PRECEDED By Fiyl, PHERR (EACH CORRECTIVE ACTION BHOULD BE CoNPLETIaN
TAG RRGULATORY OR LSC IDENTIFYING INFORMAYION) T C:[lDSB-REFEﬂEﬁéEj'EéI'gJ! G*r%aapmornmm bt
K072 Continuet From page 3 Kayz
This STANDARD |l niot rnt as evidenced by: ’
A. Based un obaervallon on 07/07/2011 the door
fo Janftors closet#51 opensd Inte the comidor but
riol 180 dagrees, thus radizing the width of the
canddor. This davi must ba equippad with A listed
closar
K147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
$5D — sleeves wer
' Eloctivs! wiring and enuipment fy In accordence , , _K 147 Protective famr') o
vilth NFPA 70, Nalldinal Electic Coila, 8.1 2 Installed on the identified light fotufes
onJuly 8, 2011,
The Tacllity was Inspected to Idantify
This STANDARD 1% not met ag svidanced by any additional occurrences, and whire
A. The solled finen ropm Aear raont &1 had
axprsed bulbe in He lght fixures, found, this condltion was also
B, The med, rafrigerator in the stitage roam near .Gorrected. .
“l’”’".tza was not connectad fo an emargency This jtem will be adlded to the saml-
T el
5. The faclllly Js to vertly hot some of lite court annual safety surveys.
yard light Extures are bh emergency power, The next semi-annual survey is
42 CFR 46370 (o) ' scheduled for December 2011.
FORM CLIS-Q507002-49) Pravious Varstons bz Evenl 0:1623) Faellly 0, 952641 I enmtlquallon sheol Page 4 of 4




